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SUPERVISOR’S REPORT OF ACCIDENT INVESTIGATION
(See Page 2 for Completion Instructions)
1.  Name (Last, First, MI)
2.  Age
3.  Soc. Sec. No.
4.  Department
5.  Division (Title)
6.  Date                        Time of Accident
7.  Location of Accident
8.  Employee’s Occupation        How Long?
9.  Name of Doctor                  Phone No.
11.  Nature of injury
13.  Brief Description of Accident:
SUPERVISOR’S INVESTIGATION
14.  What job was the employee doing?  (Be specific)
15.  Equipment, Tools, Material involved.
19.  Personal protective equipment provided (goggles, gloves, hardhat, boots, etc.) (Be specific)
16.  What equipment, tools, materials was defective? (Describe)
20.  What personal protective equipment was being used?
17.  Names of witnesses (include yourself if you were a witness)
21.  What additional personal protective equipment is needed for this job?
18.  Type of Training received:
22.  Was employee authorized and/or capable of doing this job?
23.  Brief history of employees’ previous on-the-job accidents.
SUPERVISOR’S CORRECTIVE ACTION
24.  In your opinion, what was the direct cause of this accident?
25.  What other factors contributed to the accident?
26.  What action will you take or recommend to prevent similar accidents?
27.
(Date)
Name of supervisor                                              (Phone No.)
REVIEWING AUTHORITY
28.  Do you concur with immediate supervisor’s recommendations?  If not, indicate why.
29.
 (Date)
Name of Reviewing Authority                            (Phone No.)
12.  Lost Time
10.  Name of Hospital
TR/TYPE
5 SSAN
14 TR   DT
20 INCIDENT  NO.
26 ACCIDENT DATE
32 ACCD. TYPE
35 ACCD. AGENCY
38 NATURE OF INJ.
41   PART OF BODY
44 DUTY STATUS 
DO NOT WRITE IN ABOVE BLOCKS
Human Resources
This report is to be completed by the Immediate Supervisor, on any accident resulting in personal injury to a city employee.
Immediate supervisors must make a thorough investigation of the circumstances that led to the accident.
This report must be completed and forwarded to the Risk Management Division within three (3) working days following the accident.  (The Employer’s First Report of Injury or Illness (Worker’s Compensation form) must also be completed and forwarded to the Worker’s Compensation Office not later than the next work day following the date the accident is reported to the immediate supervisor).
The information contained in this report will be used in preventing similar accidents.  Reports with incomplete information will be returned for completion.
The Risk Management Division will, as required, conduct independent investigations of accidents.
BLOCK:   1 through 4  - Self-explanatory.
BLOCK:   5  - Do not use activity code, list division by title.
BLOCK:   6 through 10  - Self-explanatory.
BLOCK:   11  - Be specific, for example, cut right hand; sprained left ankle, etc.,  
                         Do not use medical terms such as tibia.
BLOCK:   12  - Indicate if employee will or will not lose time.  This can be determined when employee returns
                         from the doctor.  It may be necessary to call the doctor’s office.  Lost time will commence the day
                         following the injury.
BLOCK:   13  - Describe exactly what the employee was doing at the time of the accident.   List step-by-step
                         procedure the employee was using. 
BLOCK:   14  - Complete only if job employee was assigned to do was different than that described in Block 13 
                         --- for instance, if employee was assigned the specific job of stacking lumber, but was injured 
                        doing something else, so indicate.
BLOCK:   15 and 16  - Self-explanatory.
BLOCK:    17  - List only those witnesses who actually saw the accident happen.
BLOCK:   18  - List training, if any, received by the employee for the task being performed at the time of the 
                        accident, such as briefing, formal schooling, etc., (Be specific).
BLOCK:   19  - List all personal protective equipment provided by the City, if none, so state.
BLOCK:   20  - List the protective equipment employee was using at the time.
BLOCK:   21  - List any protective equipment not provided, that in your opinion would have prevented the injury.
BLOCK:   22  - Answer YES or NO.  If NO, give explanation.
BLOCK:   23  - List the number of previous on-the-job injuries.  (Example:  Employee has had three (3) previous 
                        on-the-job injuries).  Refer to employee’s 201 file.
BLOCK:   24 through 27  - Self-explanatory.
BLOCK:   28 and 29  - As directed by each Department, the reviewing authority will be the Department Head, 
                                    Division Head, or the Departmental Safety Coordinator.
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INSTRUCTIONS
CITY OF SAN ANTONIO
kenneth hettich
Normal
fd09601
10
Microsoft Office Word
1/4/2006 9:57:00 AM
8/26/2002 9:19:00 AM
2/3/2006 8:17:00 AM
113
2
729
3954
4
City of San Antonio
49664
173
99
5305
2012465895
eForms
Dan.Williams@sanantonio.gov
Dan Williams
8/26/2002 9:19:00 AM
	nCurrentPage: 
	nPageCount: 
	PrintButton1: 
	Please do not enter.: 
	Enter Age.: 
	Please do not enter.: 
	DataDropDownList: 
	Please do not enter.: 
	Enter Time of Accident H:MM AM/PM.: 
	Enter doctor's phone number.: 
	Enter what job the employee was doing.: 
	Date of Corrective Action by supervisor.: 
	Supervisor's phone number.: 
	Date of review.: 
	Phone number of reviewing authority.: 
	Enter Yes or No for employment lost time.: 
	TextField3: 



